Rosner's misconception (12 July, p. 100) regarding ferritin in acute leukaemia. Our paper (1 February, p. 245) was concerned only with serum ferritin protein concentrations. Ferritin is indeed an iron-containing protein and its concentration in the serum correlates well with total body iron stores in normal subjects. In leukaemic patients this relationship does not appear to exist, and in fact we found no correlation between serum ferritin and serum iron concentration.1
In patients with acute myeloblastic leukaemia a gross rise in both serum and white cell ferritin concentrations was observed but the white cell ferritin appeared to be mainly apoprotein'-that is, ferritin with very little iron in it. Furthermore, our preliminary studies on serum ferritin, at least in states of iron overload, show that it also is mainly apoferritin. ,4mol/l (37 ,g/100 ml); total iron binding capacity Hmol/l (450 ,ug/100 ml); stool examination, occult blood positive; chest x-ray showed a mass in the region of the right hilum. A diagnosis was made of iron deficiency anaemia, exacerbation of chronic bronchitis, and a possible bronchial carcinoma. She was treated with blood transfusions and cotrimoxizole, but died five days after admission.
Post-mortem examination showed a mass 3 cm in diameter originating from the right main bronchus. On histological examination this was a squamous cell carcinoma. There was a 1-5-cm diameter deposit in the posterior wall of the cardia of the stomach, and this deposit had ulcerated. On macroscopic examination there were multiple ulcerated lesions scattered throughout the small intestine and deposits in the liver and the adrenal glands. The histological appearances of these lesions were similar to that of the bronchial carcinoma. We concluded that she had disseminated carcinomatosis from a bronchial carcinoma and that the intestinal deposits had caused gastrointestinal bleeding and anaemia.-We are, etc.,
K. E. GRAY
Junior Hospital Staff Contract SIR,-It has come to our notice that prior to the implementation date of the new hospital junior staff contract hospital junior staff in certain areas are being asked to sign forms stating their estimated units of medical time. Possibly this situation has arisen because of local misinterpretation of the implementation procedures agreed between ourselves and the departments of health. We felt that it may help to avoid misunderstanding if we explained the present position.,
The agreed implementation procedures were designed specifically to obviate any change in the pattern of work of the hospital junior staff and to maintain the quality of service to patients. The mechanisms for agreeing the average work load of a particular post (on which the new contract is based) are in the hands of the profession. Thus the organization of medical work remains the concern of the profession alone. The average amounts of time spent working and on call should be agreed between the junior or his or her consultant colleagues and then submitted to the employing authority for ratification. This exercise should not involve the junior staff signing any document which may be interpreted subsequently as a form of contract. Contracts will be issued to junior staff following completion of the pricing by the Doctors' and Dentists' Review Body. It will be at this point, provided a fair assessment of the work load of the post has been made, that an individual will enter into formal contractual agreement with the employing authority.
Those 
